Introduction:
Presence of functioning endometrium (glands and stroma) in sites other than uterine mucosa is called endometriosis. It is not a malignant condition although malignant transformation is possible 1 .
The most common location is within the pelvis and has been reported to occur in as many as 44% of women undergoing laparoscopy for non-gynaecological symptoms 2 .
However, extra pelvic endometriosis is a fairly uncommon disorder and difficult to diagnose. The various sites for extra pelvic endometriosis are bladder, kidney, bowel, omentum, lymph nodes, lungs, pleura, extremities, umbilicus, hernial sacs, and abdominal wall 3 .
Abdominal wall endometriomas often develop in previous surgical scars but there is a case report of a spontaneous occurrence also 4 . Majority of the scar endometriosis have been reported after obstetrical or gynaecological procedures such as cesarean delivery, hysterotomy, hysterectomy, episiotomy, and tubal ligations 5, 6, 7 but few cases are also reported following appendicectomy, in the laparoscopic trocar tract, amniocentesis needle tract. Scar endometriosis patients are often referred to the general surgeons because the clinical presentation suggests a surgical cause. In a study
Summary:
Scar endometriosis is an uncommon condition where there is presence of endometrial tissue in the abnormal sites. Generally this is a benign lesion although malignant transformation is possible. Commonest site is at the site of laparoscopy done for non gynaecologic indications 2 . Extrapelvic sites are fairly uncommon, among which abdominal wall may also be affected 3 by Blanco et a l8 the diagnosis was initially confused with inguinal hernia, incisional hernia and abdominal wall tumor.
Here is the report of a case of scar endometriosis following cesarean section over a period of 2 years. This paper may play some role to increase the awareness among the clinicians regarding this rare condition, which is often misdiagnosed and hence delays the patients cure.
Case History:
A 28 year old lady, working as an assistant nurse, married for 7 years, having one child of 3 years and 6 months old referred to a gynaecologist with the complaints of localized painful swelling below umbilicus for 2 years. At first she had pain below umbilicus. Pain increased during the period of menstruation which became intolerable on the first day, decreased from the 2 nd day onwards. But thereafter she had low grade pain in the area throughout the cycle. After eight months she noticed a swelling below umbilicus. Swelling was gradually increasing in size. Her obstetric history revealed delivery of a male baby by cesarean section due to primi gravida with breech presentation. She also complained of low grade dysmenorrhoea. She was found to be with good general health, not pale, normo-tensive. A swelling of 4 cm diameter, circumscribed, tender, not red or warm, was found 2 cm below the umbilicus and 5 cm above the cesarean scar. Swelling was non reducible, not fixed with the overlying skin but slightly fixed with underlying structure. On per vaginal examination uterus was found bulky, antiverted and mobile. Based on characteristic history and examination findings, there was a high index of suspicion of endometriosis considering other possibilities like hematoma, granuloma,. Patient was Finally wide excision of the swelling was done and histopathology reported the case as scar endometriosis. The patient is kept under regular follow-up.
Discussion:
Endometrioma is a well-circumscribed mass of endometriosis. Abdominal wall endometrioma presents as a painful swelling resembling surgical lesions such as hernias, hematomas, granulomas, abscess and tumors. So that is why these cases first report to general surgeons. This case was reported to the gynaecologist as the patient had exaggerated pain during menstruation.
Scar endometriosis most commonly occurs after operation on the uterus and tubes. Incidence of scar endometriosis following hysterotomy is 1.08-2% where as after cesarean section the incidence is 0.03-0.4%. 7 The reason for higher incidence after hysterotomy has been given as the early decidua has more pleuripotential capabilities and can result in cellular replication producing endometriomas.
Time interval between operation and presentation has varied from 3 months to 10 years in different series. The etiology of abdominal wall endometrioma is thought to be a result of transportation of endometrial tissue during surgical procedures and subsequently stimulated by estrogen to produce endometriomas. The simultaneous occurrence of pelvic endometriosis with scar endometriosis is infrequent 7 . This patient also did not have associated pelvic endometriosis. Preoperative diagnosis is difficult to make and sometimes the diagnosis is made after excision only. This particular case was diagnosed after excision histopathology.
Various diagnostic methods have been described in the literature. Till recently the use of ultrasonography (USG) have hardly been reported in detail and anecdotal reports have described it as nonspecific, can give a varied picture of hypo echoic mass with scattered internal echoes. Recently a large series of 12 patients where USG and color Doppler substantially contributed to the correct preoperative diagnosis 9 and it is suggested that sonographic and color doppler when combined with clinical data may substantially contribute to the preoperative diagnosis. FNAC has been reported to be accurate in diagnosis but in a recent report by Dwivedi et al. FNAC was not diagnostic in any of the four patients who underwent this procedure 10, 11 . Anecdotal studies have mentioned the use of computed tomography (CT) advised excision biopsy but initially she refused and preferred medical treatment if any. A trial of medical treatment was given with progesterone and analgesic for one month, as the patient had associated dysmenorrhoea. However, medical trial did not bring any benefit for the patient except slight improvement of dysmenorrhoea.. and magnetic resonance imaging (MRI) in making a diagnosis. CT usually shows a solid, well-circumscribed mass. MRI can be more helpful when the lesion is small because of its high spatial resolution, furthermore it perform better than CT scan in detecting the planes between muscles and abdominal subcutaneous tissue. 12 However, imaging technique was not used as a diagnostic tool in this case.
Treatment of choice is wide excision of the lesion and may sometimes require mesh placement which was not done in this patient. Medical treatment with the use of progestogens, oral contraceptive pills, and danazol is not effective and gives only partial relief in symptoms. Goel et al 13 reported failure of medical treatment in their two cases as in this case. Recently there has been report of use of gonadotrophin agonist but only with the prompt improvement in symptoms with no change in the lesion size 14 .These patients need to be followed up because of the chances of recurrence, which require re-excision. In cases of continual recurrence possibility of malignancy should be kept in mind. To prevent the occurrence of scar endometriosis it has been suggested that at the end of surgery especially on uterus and tubes, the abdominal wall wound should be cleaned thoroughly and irrigated vigorously with high jet solution before closure 15 .
Conclusion
One should have a high index of suspicion of scar endometriosis when a woman presents with a painful swelling in the abdominal scar especially with a history of previous gynaecological or obstetrical surgery. This condition can be confused with other surgical conditions. Efforts should be made to make a preoperative diagnosis with the help of imaging techniques and FNAC. Medical treatment is not helpful. Wide excision is the treatment of choice. Patient should be followed-up for recurrence.
